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Unhappy doctors: what are the causes and what can be
done?
Nigel Edwards, Mary Jane Kornacki, Jack Silversin

As the response to a recent BMJ editorial showed, unhappy doctors are a worldwide phenomenon.
In this article, based on workshops with doctors in the United States and United Kingdom, Nigel
Edwards and colleagues suggest that the cause is a breakdown in the implicit compact between
doctors and society: the individual orientation that doctors were trained for does not fit with the
demands of current healthcare systems. They outline what a new compact might look like

Richard Smith’s editorial in the BMJ about unhappi-
ness in the medical profession provoked a huge
response and confirmed that this is an international
and widespread problem.1–4 We describe here the views
of doctors themselves, gleaned from workshops in the
United States and the United Kingdom, on the
problem and what might be done about it.

Evidence gathering
There is limited evidence to inform the debate, and
therefore this article and our longer report5 are based
on literature on the subject and seminars held in Mas-
sachusetts last August and in London in October. As
with Smith’s original article the ideas should be treated
as tentative.

In the US seminar the participants were managers
and medical executives from various healthcare
systems including Kaiser Permanente. The UK partici-
pants were mostly senior members of the medical pro-
fession, educators, officers of the BMA, medical
managers, and representatives of junior doctors, medi-
cal students, and a patients’ group. Senior representa-
tives from the Department of Health were present for
part of the discussion. Participants were selected for
their breadth of knowledge of the profession and the
issues. We also asked individuals who were well placed
to influence the implementation of some of the
solutions.

The ideas that emerged from the workshop have
been tested at events with members of the Royal
College of Physicians and with senior members of the
medical profession at a conference held by the Depart-
ment of Health.

Potential causes of unhapiness
Pay and workload are obvious causes for unhappiness
among doctors. However, evidence from systems with
much higher pay and longer consultation times
suggests that these are not enough by themselves to
ensure high morale. Several of the causes are probably
the result of changes in the expectations of patients,

governments, and employers; and there may also be
causes within medicine itself.

The developed world has seen significant reduc-
tions in medical autonomy and increases in account-
ability as a result of the growing evidence base and a
long running attempt to bring medicine under mana-
gerial and cost control by governments, payers, and
employers. This has resulted in the growing use of
guidelines, protocols, audit, regulation, and inspection
that many doctors perceive as eroding their control
over their professional lives. Though there are benefits
from these changes, having control over work is
important for the job satisfaction of clinicians6 7 and
can have implications for overall health of employees.8

A related change in the relationship with employers
has been the increased emphasis on numerical targets,
efficiency, and volumes of work that dates from the late
1970s.

The changes in relationships with patients and
society are particularly important. There has been a

Summary points

Several reports from around the world describe
declining morale among doctors, but little is
known about the reasons

Workload and pay, though important, do not fully
explain the problem

A key factor seems to be a change in the
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employers, patients, and society so that the job is
now different from what doctors expected
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Clinical leaders have a potentially crucial role in
developing a new compact
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decline in deference for all professions and a
perceived loss of trust, coinciding with a feeling that
the media has become much more hostile. In fact doc-
tors are a highly trusted profession,9 and the
proportion of negative news stories is fairly constant—
although the total number of stories has increased.10

At the same time, patients are increasingly active con-
sumers and they demand and have been encouraged
to expect enhanced services, including extended
hours and rapid access. The easy availability of health
information coupled with a sense of entitlement is
shifting the power in the doctor-patient relationship
and causing unease. This is compounded by
sometimes unrealistic expectations about the power of
medicine to solve the ills of modern life. Smith
described this as a bogus contract between the profes-
sion and patients but one which doctors have
themselves sometimes encouraged.1

Medical causes
Several causes relate to medicine itself. The job is diffi-
cult and emotionally demanding, and doctors are
more likely to be self critical and have other personal-
ity traits associated with work related stress.11 The poor
record of the profession in giving mutual support or
giving and receiving feedback aggravates this. Working
in teams is also associated with being better able to
cope with stress,12 but skills in teamworking are not
universal in the profession.13 The selection, training,
and socialisation of doctors has tended to compound
the problems of high workload, stress, and reaction to
changes in the job.

Medicine has been based on a model in which doc-
tors are trained to deal with individuals, not
organisations; to take personal responsibility rather
than delegate; and to do their best for each patient
rather than make trade-offs in a resource constrained
environment.14 These factors make high workloads and
high levels of workplace stress all the harder to deal
with. They also create a real problem in that

professional values and training based on an individu-
alistic orientation do not prepare doctors to function
successfully as members of large, complex organisa-
tions. Little training is given to equip doctors for this,
and the difficulty that many consequently experience
leads to stress and frustration.

Failing to deliver what was promised
An important theme in all of these changes is the dis-
sonance between what doctors might have reasonably
expected the job to be and how it now is. The psycho-
logical contract or compact is a useful concept to
explain this problem.

This is the implicit deal between doctors, patients,
employers and society that defines what the parties to
the relationship give and what they get in return.15 This
seems to have changed without any explicit discussion
with those involved and without being replaced with an
equally meaningful or rewarding alternative.16

The type of compact that defined what doctors
would give and what they would get in return and which
has operated for most of the postwar period is
characterised in outline in box 1. The mismatch between
this promise and the imperatives facing organisations to
find new approaches to delivering safe, high quality care
and service is summarised in box 2.

Rewriting the compact
Elements of the old promise to doctors are clearly
unsustainable given the need to modernise the NHS
and other healthcare systems and improve care.
Indeed some elements of the old compact are a
positive barrier to improvements in medicine and
healthcare, particularly in as much as it perpetuates the
ethos of what one physician speaker at the US
workshop called “practising alone together.”17 A new
and more sustainable compact is required.

The first step might be to re-evaluate the
relationship between doctors and healthcare organisa-
tions such as the NHS to make the compact more
explicit. A new compact might ask doctors to work
within guidelines, be accountable for key objectives
and improving quality, actively support and contribute
to achieving the goals of the organisation, work within
resource constraints, and engage in team and collabo-
rative working. Many doctors are doing this already.

Doctors should have the opportunity to shape the
goals of the organisation, participate in resource
allocation, and have the resources to do the job
expected. They will also need training and technical
support to do this, including time to step off the “ham-
ster wheel” to engage in improvement activities, high
quality data, and a supportive culture that uses
information for learning rather than judgment.

A new compact would require organisations to take
a highly participative approach with high quality
appraisal, personal development, and other modern
human resource management techniques. There is
emerging evidence that the environment that this cre-
ates has beneficial results for patients.18

The relationship with government also needs to
change. The original settlement in which doctors were
given the right to regulate themselves and a high level
of autonomy has already been undermined. In a new

Box 1: The old compact

What doctors give
• Sacrifice early earnings and
study hard
• See patients
• Provide “good” care as the
doctor defines it

What they get in return
• Reasonable remuneration
• Reasonable work/life balance later
• Autonomy
• Job security
• Deference and respect

Box 2: The old promise and new imperatives

Doctors promised
• Reasonable work/life balance
• Autonomy
• Job security
• Deference and respect

New imperatives
• Greater accountability (eg
guidelines)
• Patient centred care
• Be more available to patients,
provide personalised service
• Work collectively with other
doctors and staff to improve quality
• Evaluation by non-technical
criteria and patients’ perceptions
• A growing blame culture
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deal doctors might agree to follow nationally agreed
standards and guidelines, work to improve quality, and
account for their work. In return doctors should expect
to be instrumental in developing the standards. The
targets they are asked to account for should be realistic
and there needs to be a manageable number. Govern-
ment has a right to ask the profession to continue to
improve but should not expect to micromanage it in
detail.

Mutual respect and restraint
Mutual respect is an important part of any new deal,
including some restraint in each side’s criticisms of the
other. It also means recognising the legitimacy of the
profession to regulate its affairs and the legitimacy of
government to have a view on the key goals of the
system and in setting standards.

One area where government often fails to meet the
expectations of the profession is in not using evidence
to design policy.19 There is an unavoidable conflict
between the reductionist approach of medicine and
the messy, political, and complex world of policy. Gov-
ernments could do more to use what evidence there is
and evaluating what is done, but the profession needs
to accept that different standards of evidence apply in
policy making.20 21

The new compact with patients is perhaps the most
problematic area. There are too many other pressures
in society and messages from the media to turn back
growing expectations, even if this were desirable. There
are over 400 million interactions between patients and
health professionals each year in the United Kingdom,
and a relatively small number of patients generate a
large number of these. At present the problem is that
there is often not the time to have the conversation
about expectations or to develop the relationship to
use time in consultations most productively.22 More
effective delegation to other professionals would assist
in this.23

At a more macro level the profession, NHS manag-
ers, and government could work together to engage
the public and media in a dialogue about the limits of
health care, the nature of medicine, its uncertainties,
and the dangers of a blame culture. The NHS, govern-
ment, and the profession could help with this and set
realistic expectations by not announcing new services
or innovations until they are actually in place.

Supporting the development of a new
compact
The training and preparation for becoming a consultant
or general practitioner principal needs to equip doctors
better for taking leadership and management roles.
Good progress has been made in this area, but much
more needs to be done, starting much earlier in medical
careers. Action is needed to ease the often difficult tran-
sition between different phases of careers. The new
compact between doctors requires recognition of the
contribution of other professionals to the healthcare
system, being accountable to and supporting colleagues,
offering and accepting constructive feedback, and active
engagement in mentoring and guiding others. In return
doctors need to receive greater personal support from
colleagues and the work environment, help and support
to improve their services, and opportunities to continue
to develop personally and to have a portfolio of interests
(clinical skills, research, education, personal interests,
projects, etc.)

Two current tacit assumptions about medical
careers need to change to support this change in the
compact. Firstly, to encourage creativity, personal
renewal, and learning, greater geographical and career
mobility should be encouraged. Doctors should be able
to restart career paths, retrain, and diversify without
attracting criticism. Less controversially, the idea of
greater diversity, portfolio careers, or different career
stages (similar to that proposed for the consultant’s
contract) should be promoted. These changes will need
to be supported by improved career advice and devel-
opment and arrangements for re-entry after breaks.

The workshops identified the crucial role that
medical leaders (both formal and informal) play in set-
ting the tone of the organisation and being a role
model for others. This pivotal position as leaders, man-
agers, and opinion formers in their organisations
means that medical leaders at all levels have the
opportunity to be instrumental in developing the
dialogue about the “gives” and “gets” needed for a new
compact. This dialogue is also necessary to create a
successful primary care or hospital trust.

Conclusions
We cannot return to the old compact, and something
more meaningful and dynamic needs to be put in its
place. Disillusionment and disappointment can be
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eased through honest discussion of the match between
doctors’ expectations and organisational and societal
needs. It is also worth remembering that many doctors
are happy and it will be important to ensure that they
are fully engaged in helping to develop solutions.

More discussion and research are required to under-
stand this problem and its possible solutions in more
detail. In the meantime there is a key role for leaders in
the medical profession nationally and in hospitals and
primary care to work together with NHS managers to
develop a new compact that improves care for patients,
improves the effectiveness of the healthcare organis-
ation, and helps create a happier workforce.

1 Smith R. Why are doctors so unhappy? BMJ 2001;322:1073-4.
2 Chew M,Williams A. Australian general practitioners: desperately seeking

satisfaction: is the satisfied GP an oxymoron? Med J Aust 2001;175:85-6.
3 Kassirer JP. Doctor discontent. N Engl J Med 1998;339:1543-5.
4 Murray A, Montgomery JE, Chang H, Rogers WH, Inui T, Safran DG.

Doctor discontent. A comparison of physician satisfaction in different
delivery system settings, 1986 and 1997. J Gen Intern Med 2001;16:452-9.

5 Edwards N, Kornack MJ, Silversin J. The problem of unhappy doctors:what are
the causes and what can we do? London: NHS Confederation, 2002.
www.nhsconfed.org

6 Aiken LH, Sloane DM, Sochalski J. Hospital organization and outcomes.
Qual Health Care 1998;7:222-6.

7 McGlone SJ, Chenoweth IG. Job demands and control as predictors of
occupational satisfaction in general practice. Med J Aust 2001;175:88-91.

8 Bosma H, Marmot MG, Hemingway H, Nicholson AC, Brunner E, Stans-
feld S. Low job control and risk of coronary heart disease in Whitehall II
(prospective cohort) study. BMJ 1997;314:558:97.

9 Ferriman A. Poll shows public still has trust in doctors. BMJ
2001;322:694.

10 Ali NY, Lo TYS, Auvache VL, White PD. Bad press for doctors: 21 year
survey of three national newspapers. BMJ 2001;323:782-3.

11 Firth-Cozens J. Predicting stress in general practitioners: 10 year follow
up postal survey. BMJ 1997;315:34-5.

12 Firth-Cozens J. New stressors, new remedies. Occup Med (Lond)
2000;50:199-201.

13 Sexton JB, Thomas EJ, Helmreich RL. Error, stress, and teamwork in
medicine and aviation: cross sectional surveys. BMJ 2000;320:745-9.

14 Degeling P, Kennedy H, Hill M, Carenegie M, Holt J. Professional sub cul-
tures and hospital reform. Sydney: University of New South Wales, 1998.

15 Schein E. Career dynamics: matching individual and organizational needs .
Reading, Mass: Addison-Wesley, 1978.

16 Silversin J, Kornacki MJ. Creating a physician compact that drives group
success. Med Group Managment J 2002;47:54-62.

17 Silversin J, Kornacki MJ. Leading physicians through change: How to achieve
and sustain results. Tampa: American College of Physician Executives,
2000.

18 West MA, Borrill CS, Dawson J, Scully J, Patterson M. The link between
management of employees and patient mortality in acute hospitals.
Birmingham: Aston University, 2002.

19 Harrison B, Ralphs D. How best to organise acute hospital services? BMJ
2001;323:1305.

20 Klein R. From evidence-based medicine to evidence-based policy?
J Health Serv Res Policy 2000;5:65-6.

21 Black N. Evidence based policy: proceed with care. BMJ 2002;323:275-8.
22 Mechanic D. How should hamsters run? Some observations about suffi-

cient patient time in primary care. BMJ 2001;323:266-8.
23 Health Policy and Economic Research Unit. The future healthcare

workforce. London: BMA, 2002.

The medical profession, the public, and the government
Chris Ham, K G M M Alberti

The old implicit compact between doctors, patients, and society has broken. Chris Ham and George
Alberti want to write a new one

The world is changing rapidly—probably more so than
at any time since the industrial revolution. This applies
to the professions as much as any other sector of soci-
ety. So how has the medical profession altered and how
is it responding to these societal pressures?

In the 19th and early part of the 20th century Brit-
ish physicians were private practitioners and func-
tioned independently. There was a strong moral and
ethical background to medicine and a tradition of vol-
untary work in the poor law institutions as well as in the
community. Self regulation began in the 16th century
with the foundation of the Royal College of Physicians.
This functioned both as a setter of standards and as a
closed shop. The Royal College of Surgeons followed
two centuries later.

Learning at that time was based on a few medical
schools and an apprenticeship system. Self regulation
and a more uniform educational approach were
strengthened in the 19th century with the establish-
ment of the General Medical Council (GMC) and the
introduction of royal college examinations. Through-
out this period, standards and quality were implicit
rather than explicit, with government and society trust-
ing the medical profession to protect the public and
granting the profession considerable autonomy in the
process.

The implicit compact
The introduction of the NHS in 1948 did not
fundamentally alter the commitment to medical

autonomy and self regulation, but it did result in a new
relationship developing between the government, the
medical profession, and the public. This relationship
was underpinned by an implicit compact based on:
x The government guaranteeing access to care for all
citizens and determining the budget for the NHS
x Themedicalprofessiontakingresponsibility forensur-
ing clinical standards and delivering care to patients
x The public accepting its healthcare rights from the
government, delivered to appropriate standards by the
profession, and paying taxes to fund the NHS.

Summary points

The NHS was established on the basis of an
implicit compact between the government, the
medical profession, and the public

This implicit compact has been undermined over
the years and needs to be updated

A new compact is needed spelling out the rights
and responsibilities of the government, the
medical profession, and the public

This will not be easy to agree but is essential to
enable the different partners to make an effective
contribution to the reform of the NHS
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